Rapid Increase in HIV Rates -Orel Oblast, Russian Federation, 1999-2001
During 1999-2001, the estimated number of cases of human immunodeficiency virus (HIV) reported officially in the Russian Federation increased approximately 16-fold, from 11,000 to 177,000 (1) . In 2001, of 49,434 HIV-infected persons for whom a risk factor was identified, 46,274 (94%) were injection-drug users (IDUs) (1) . However, the actual number of HIV-infected persons in Russia is estimated to be four to 10 times higher than reported (2; Russian Federal Center for Prevention of AIDS, unpublished data, 2002). Rapid increases in HIV have been reported in urban areas (e.g., Kaliningrad, Moscow, and St. Petersburg) (3) and also might be occurring in rural areas. During 1997-2000, HIV seroprevalence reportedly increased 33-fold in Orel Oblast, a predominantly rural, agricultural province (1999 population: 900,000) in central European Russia (Figure) (4) . To confirm and describe this increase and evaluate the risk for continued rapid increase of HIV, CDC collaborated with the Orel Oblast AIDS and Infectious Diseases Prevention Center (AIDS Center) to assess recent HIV trends and the prevalence of risk behaviors among IDUs in Orel Oblast. This report summarizes the results of that assessment, which indicate continued increases in HIV rates and underscore the need for interventions directed at IDUs and their sex partners to limit further spread of HIV.
During 1987-2001, the AIDS Center recorded results of all HIV tests (annual range: 140,000-170,000) and confirmed all HIV-positive tests for Orel Oblast residents and nonresidents. Voluntary routine HIV testing was offered to patients at drug-treatment, sexually transmitted disease (STD), tuberculosis (TB), and prenatal clinics; HIV testing was mandatory for prisoners. Because HIV reporting was name-based and confidential, persons testing positive were included only once. The AIDS Center collected clinical, HIV-risk, and contact histories for HIV-positive residents of Orel Oblast and offered HIV testing to recent sex and injection-drug using During 1998-2001, the annual rate of new positive HIV test results increased from five per 100,000 tests performed to 202 (Table) . Testing patterns (i.e., populations tested and number of tests performed) remained stable during this time.
Rates of prevalence of HIV infection were highest in Orel City and Mtsensk (64 and 181 per 100,000 population, respectively). The majority of IDUs were males aged 15-29 years; the combined age-adjusted prevalence of HIV among males aged 15-29 years in these two cities was <1%.
During 1987-1998, eight Orel Oblast residents were identified as HIV-positive. During January 1999-September 2001, a total of 380 Orel Oblast residents were identified as HIVpositive; 312 (82%) were male, 341 (90%) were aged <30 years, and 313 (82%) were IDUs. A total of 62 (16%) were identified through contact investigation. During January 1999-September 2001, the number of new cases among women increased from 15 (12%) of 125 cases in January 1999 to 42 (22%) of 190 cases in September 2001. During January 1987-September 2001, a total of 33 (47%) of 70 women and 30 (9%) of 318 men probably were infected through having heterosexual sex. Of the 63 persons probably infected through heterosexual sex, 31 (49%) had sexual contact with persons known by the AIDS Center to be IDUs. Although precise data were not available, the majority of these cases occurred during 1999-2001.
During January-September 2001, among 802 tests performed on IDUs at the main drug-treatment center, 52 (6%) persons were HIV-positive. As of September 2001, of an estimated 2,700 IDUs (one third of the estimated number of IDUs residing in Orel Oblast) tested through either the drugtreatment or penal system, 313 (12%) were HIV-positive (AIDS Center, unpublished data, 2001).
All HIV care and treatment for Orel Oblast residents is provided at the AIDS Center clinic. As of September 2001, none of the 331 persons followed at the clinic who were HIVpositive had signs or symptoms consistent with CDC's case definition of AIDS (5) . During January 1987-September 2001, three persons who were HIV-positive were identified with active TB despite a high community TB prevalence (211 cases per 100,000 population) in Orel Oblast (Orel Tuberculosis Dispensary, unpublished data, 2000) and routine HIV screening for all TB patients.
Orel City drug-treatment clinic staff surveyed HIVnegative IDUs to assess their risk for contracting HIV. Of 110 HIV-negative IDUs who were surveyed about their drug use and injection practices, 88 (80%) were male, 97 (88%) were aged <30 years, and 105 (95%) injected heroin. Reported high-risk injection behaviors were frequent: 65 (59%) shared needles at least occasionally, and 68 (62%) purchased drugs already mixed in solution and thus potentially contaminated with HIV during mixing or sale. Of the 110 IDUs surveyed, 102 (93%) reported no difficulty acquiring unused needles, which are available legally without prescription at local pharmacies.
Editorial Note: The findings in this report confirm recent increases in HIV in Orel Oblast, affecting primarily young male IDUs. The high prevalence of needle sharing and other unsafe injection practices among HIV-negative IDUs suggests continued rapid spread of HIV among this population. Continued spread of HIV from IDUs to their sex partners who do not inject drugs also is likely to continue in Orel Oblast unless further interventions to reduce transmission succeed. Since 2001, when this investigation was completed, approximately one fourth of new HIV cases reported in Orel Oblast have occurred in women whose infections resulted reportedly from heterosexual transmission (AIDS Center, unpublished data, 2003), indicating that an epidemiologic transition to transmission of HIV among heterosexual non-IDUs might be under way.
Rates of injection-drug use, STDs, and TB in Russia are high (2, 4, 6 ). An estimated 1%-2% of the population inject drugs (2) . The majority of IDUs are young men, and an estimated 5%-8% of men aged <30 years have injected drugs. Infection of a substantial proportion of young IDUs and their sex partners could have a substantial impact on social and economic conditions in the Russian Federation. The high rates of STDs (e.g., syphilis, which peaked in 1997 at 277 cases per 100,000 population) suggest that HIV could spread rapidly within sexual networks (6) . In addition, in other countries with high endemic rates of TB, rising HIV rates have led to explosive growth in TB despite TB-control efforts (7) .
The findings in this report are subject to at least two limitations. First, although the total number of tests was known, the total number of IDUs tested was not available. As a result, HIV prevalence rates could only be estimated. Second, the number of tests among IDUs tested at the main drug-treatment center during 2001 who were HIV-negative included tests for persons who had multiple HIVnegative tests, some of whom were tested three to four times per year. As a result, HIV prevalence estimates in this report probably are underestimated.
All HIV testing information is centralized at the AIDS Center. Although standard surveillance data do not routinely record the number of persons tested, minimal supplemental surveillance activities (e.g., computerization of testing information from all or sentinel sites to identify repeat HIV-negative testers) would allow routine calculation of true prevalence. Additional outreach to assess prevalence among IDUs and to identify interventions for IDUs not in contact with treatment or penal systems ("out-ofsystem IDUs") also might be useful.
HIV-prevention interventions targeted at IDUs are needed that encourage cessation of drug use and build skills for safer injection and sex practices. In some communities, needle exchange programs have provided access to out-of-system IDUs, serving to deliver information on HIV prevention and drug treatment and to reduce risk behaviors (8,9). However, because unused needles can be acquired without difficulty in Orel Oblast, the AIDS Center and CDC are exploring other approaches to enhance access to out-of-system IDUs, including initiation of street-based peer outreach to IDUs and community-based "12-step" programs that encourage cessation of drug use and increase IDUs' understanding of safer injection and sex practices.
The review of clinical data indicated that as of September 2001, few HIV-infected persons in Orel Oblast had signs of symptomatic HIV disease, and none were living with AIDS. However, clinical care needs will necessarily increase with disease progression. A well-established infrastructure exists for delivering care through the AIDS Center, providing a strong basis for additional interventions. Because community TB rates are high, isoniazid preventive TB therapy for HIV-infected persons should be considered; this strategy reduces morbidity and might limit the impact of HIV on local TB-control efforts (10). In addition, funding and partnerships should be pursued to support increased availability of monitoring tests, prophylactic medications for opportunistic infections, and affordable antiretroviral medications.
To limit further increases of HIV in Orel Oblast, particularly among IDUs and their sex partners, local HIVprevention activities should be enhanced. Because Orel Oblast is typical of many predominantly rural provinces in central European Russia (e.g., comparable population distribution, recent increase in injection-drug use and HIV reports, and 
Fetal Alcohol SyndromeSouth Africa, 2001
Fetal alcohol syndrome (FAS) is caused by maternal alcohol use during pregnancy and is one of the leading causes of preventable birth defects and developmental disabilities (1) . The FAS phenotype is characterized by a combination of facial dysmorphic features, growth retardation, and central nervous system (CNS) abnormalities. State-based estimates of the prevalence of FAS in the United States vary from 0.3 to 1.5 per 1,000 live-born infants (2) . Recently, the highest prevalence of FAS worldwide was reported among first-grade children in a wine-growing region in the Western Cape province of South Africa (3). Investigators for the National Institutes of Alcoholism and Alcohol Abuse (NIAAA) reported a FAS prevalence of 40.5 to 46.4 per 1,000 children aged 5-9 years in one community in Western Cape. To determine whether FAS was associated exclusively with the wine-growing region in Western Cape or was more endemic in other areas of the country, CDC, in collaboration with the University of Witwatersrand and the Foundation for Alcohol Related Research in Johannesburg, South Africa, conducted a prevalence study in Gauteng province and is developing ongoing surveillance and prevention activities. This report summarizes the findings of the study, which indicate a high prevalence of FAS among first-grade children in four nonwine-growing communities around Johannesburg. Because South Africa has limited resources and many competing health problems (e.g., human immunodeficiency virus/acquired immunodeficiency syndrome, tuberculosis, and sexually transmitted diseases), integrating prenatal alcohol-exposure prevention activities with existing prevention programs should be explored.
Four communities were selected on the basis of their willingness to participate and ability to represent the various racial/ ethnic groups in Gauteng province. Human subjects approval was obtained through the University of Witwatersrand's Institutional Review Board. A two-stage screening and casefinding method, similar to methods implemented in the Western Cape communities, was used to identify children with FAS (3). Because growth retardation is a cardinal feature of FAS, in the first stage (screening), the weights, heights, and head circumferences of all children in first grade in selected schools were measured. Because standard growth curves are not available for children in South Africa, the World Health Organization (WHO) international growth reference curves were used for weight and height (4, 5) . Head circumference growth reference curves developed from the Fels Longitudinal Study were used to determine 10th-percentile cut points by age and sex (6) . Children were classified as screen-positive if they were below the 10th percentile for weight and height or head circumference for age and sex. The sensitivity of the screening procedures in this study was 96%; however, the positive predictive value was only 8%.
In the second stage (case ascertainment), all screen-positive children and, whenever possible, screen-negative children who were matched by age, sex, and classroom received a physical evaluation by two teams of physicians. The physicians were trained in clinical genetics and FAS diagnosis and were unaware of the screening team's findings during the clinical evaluation of the children. Physical signs of FAS (e.g., facial dysmorphia, joint and bone abnormalities, CNS anomalies, and skin and other abnormalities) and other measurements (e.g., palpebral fissures and inner canthal and interpupillary distances) were recorded, and a diagnosis of "FAS," "deferred," or "not FAS" was determined. The physicians diagnosed FAS on the basis of clinical judgment and the presence of abnormalities in three major case-definition categories: growth retardation (i.e., <10th percentile for weight and height); facial dysmorphic features (e.g., hypoplastic midface, smooth philtrum, thin narrow upper lip, flat nasal bridge, and small palpebral fissures); and head circumference below the 10th percentile (1) . A deferred diagnosis was made when a child had FAS characteristics, but the clinicians requested either more information about CNS functions from neuropsychologic testing or evidence of maternal alcohol exposure to confirm an FAS diagnosis. A "not FAS" diagnosis was indicated when a child did not appear to have the phenotype associated with prenatal alcohol exposure. All children with an FAS or deferred diagnosis received a follow-up neuropsychologic assessment to measure CNS-related disabilities and cognitive functioning to make appropriate referrals and recommendations for services. After completion of all examinations, clinicians held a case conference for each child to determine a final diagnosis. Six children with physical signs of FAS remained in the deferred case category pending further neuropsychologic assessments.
Among 19 participating schools from the four communities, 830 children in first grade were screened for growth retardation (Table) . The median age of children screened was 6.5 years (range: 5-10 years). A total of 306 (37%) children screened positive for weight and height or for head circumference below the 10th percentile. The percentage of screenpositive children varied among the four communities from 27% to 43%. Of the 306 screen-positive children, 275 (90%) were available for the FAS clinical evaluations. For purposes of comparison, another 207 children from the screennegative group were included; for three schools, >50% of children screened positive, limiting the pool of screen-negative children available for comparison. A total of 482 children received clinical evaluations.
Of the 275 screen-positive children examined, 21 (8%) received an FAS (n = 16) or deferred (n = five) diagnosis. A deferred diagnosis was made on one child from the screennegative group; however, none from the screen-negative group had FAS diagnosed. The median prevalence for FAS alone among first-grade children in the four communities was 19 per 1,000 children (range: 0-37.5). When FAS and deferred diagnoses were combined, the median prevalence was 26.5 per 1,000 children (range: 11.8-41.7) in the four communities (Table) .
Editorial Note: The findings of this report are comparable to an earlier report of high prevalence of FAS in the Western Cape province (3) and confirm that FAS is a serious public health problem in South Africa. This report extends the initial findings (3), indicating that the unusually high prevalence of FAS among first-grade children is not a function of the availability of alcohol in the wine-growing regions of South Africa. Although rates of FAS in all four communities described in this report were high, the rates varied by community and probably reflect differences in local drinking patterns, alcohol availability, poverty, unemployment, health problems, and other risk factors.
In the absence of national standard anthropometric references for growth, WHO recommends the use of growth curves by using data from the Fels Research Institute and U.S. Health Examination Surveys for international studies (4,7). In the study described in this report, which used these growth references, a high proportion of children screened positive either for weight and height or for head circumference below the 10th percentile for sex and age. Growth retardation is a cardinal feature of the FAS phenotype and appears to be an important tool for screening in this population. Although the sensitivity of the screening procedures was high (96%), the positive predictive value was only 8%, indicating a large number of children without FAS were examined. Because measuring weight and height is relatively easy, can be performed by local staff, and can be cost-effective by eliminating unnecessary clinical examinations of children who do not meet the growth retardation criteria for FAS, using growth measures for FAS screening in a high-prevalence population is advantageous. However, staff time and clinical examinations are completed on many children who do not have FAS. The population-based growth data collected on all first graders in the four communities can be used to refine the screening tool and improve the positive predictive value by adjusting the screen-positive percentile cut points for future FAS screening, case-finding, and surveillance activities in South Africa.
The findings in this report are subject to at least two limitations. First, the number of children in South Africa affected adversely by in-utero alcohol exposure is probably underestimated. Many children with severe FAS might not attend public schools, or, because of the increased health problems associated with this birth defect, might have died before schoolentry age. In addition, the programs for children with developmental disabilities that exist in the study areas were not used for case-finding. Second, because children were not identified until school entry, they missed opportunities for early education interventions that could improve overall developmental outcome. The late age at identification represents missed opportunities to intervene with high-risk mothers who might have given birth to additional children with FAS. Ideally, case-finding should be conducted at birth to maximize the opportunity for prevention and early intervention with the family.
With limited resources and many health problems in South Africa, prenatal alcohol-exposure prevention activities for women and intervention programs for children with FAS are virtually nonexistent. The screening and case-finding approach described in this report can be useful for identifying high-risk communities and targeting scarce prevention resources. As resources become available for prevention and intervention activities, an ongoing cost-effective surveillance system that maximizes case-finding in a child's first year of life is crucial to evaluate prevention strategies and programs targeted toward South Africa's multiple racial/ethnic groups. CDC will work with investigators in South Africa to improve the screening criteria, evaluate strategies to identify children earlier in life, and develop and evaluate prevention and intervention strategies.
*Includes illnesses and other adverse health effects.
† An event is the release or threatened release of a hazardous substance(s) into the environment in an amount that requires (or would have required) removal, clean-up, or neutralization according to federal, state, or local law (1) . A hazardous substance is one that can reasonably be expected to cause an adverse health effect.
Homemade Chemical Bomb Events and Resulting Injuries -Selected States, January 1996-March 2003
Homemade chemical bombs (HCBs), also known as acid bombs, bottle bombs, and MacGyver bombs, are explosive devices that can be made easily from volatile household chemicals (e.g., toilet bowl, drain, and driveway cleaners) purchased at a local hardware or grocery store. When these and other ingredients are combined and shaken in a capped container, the internal gas pressure generated from the chemical reaction causes the container to expand and explode. The subsequent explosion can cause injuries or death to persons in the immediate vicinity of the detonation. Since 1996, some of the states participating in the Agency for Toxic Substances and Disease Registry (ATSDR)'s Hazardous Substances Emergency Events Surveillance (HSEES) system have been documenting HCB events. This report describes examples of HCB events, summarizes all reported HCB events, discusses associated injuries*, and suggests injury-prevention methods.
HSEES is an active multistate health department surveillance system for tracking acute morbidity and mortality resulting from the release of hazardous substances during emergency events † . To determine the frequency of HCB events, ATSDR searched the HSEES database for all years for which data were available (January 1, 1993-March 31, 2003) § from 17 participating states ¶ . An HCB event is defined as one that involves the release or threatened release of a hazardous substance(s) from any homemade chemical explosive device that requires (or would have required) removal, clean-up, or neutralization according to federal, state, or local law. Events at which nonexplosive devices (i.e., homemade smoke bombs) involving releases or threatened releases of hazardous substances were excluded from the analysis because the potential for injury is minimal.
Case Reports
Rhode Island. In May 2000, two students were making bottle bombs on an elementary school playground by using hydrochloric acid. The two sustained eye irritation from detonation of one of the bombs. Both were transported to a hospital for treatment and released. The school was evacuated for 1 hour while a hazardous materials (HazMat) team conducted decontamination and debris removal.
Rhode Island. In October 2001, a high school student placed a chemical bomb in a vacant classroom. The bomb, made with sodium hypochlorite, released chlorine gas on explosion. A total of 23 persons (five teachers and 18 students) in the vicinity of the explosion sustained respiratory irritation and were transported to a hospital for treatment and released. The school was evacuated, and a HazMat team conducted decontamination and debris removal.
New York. In June 2002, a person aged 16 years sustained chemical burns after detonating a bottle bomb made of sodium hypochlorite in a friend's front yard. The juvenile was transported to a hospital for treatment and released. Editorial Note: The HSEES data indicate that the number of HCB events has increased during the last several years. This increase might be attributed to enhanced surveillance from the participating HSEES states and/or to an actual increase in the number of events because bottle bomb recipes have become more available on the Internet. The results of this analysis suggest that HCBs are a rare cause of injury. However, the chemical reactions that occur within an HCB makes these devices highly unstable and unpredictable, which increases the risk for injury. Two of the three HCB events with injuries reported resulted in the person making the bomb becoming the unintended victim. Once the ingredients are combined, no timers or fuses are installed that could signal when detonation will occur. HCBs can detonate within seconds to hours after initial mixing. Sodium hypochlorite was the chemical used most frequently in the making of these bombs; however, other hazardous substances (e.g., ammonia, liquid nitrogen, and dry ice) also have been used to create explosive pressure devices (CDC, unpublished data, 2003) . Because these devices are potentially deadly, the detonation of HCBs is a felony offense in several states.
Summary of Surveillance Data
Low to medium exposure to sodium hypochlorite, such as that found in bleach, can cause irritation of the eyes, skin, and respiratory and gastrointestinal tract. High levels can result in severe corrosive damage to the eyes, skin, and respiratory and gastrointestinal tissues and can be fatal (2) . Exposure to other bottle bomb chemicals such as hydrochloric acid can cause irritation to the nose, throat, and larynx; cough; choking; dermatitis; eye and skin burns; laryngeal spasm; and pulmonary edema (3, 4) .
The findings in this report are subject to at least three limitations. First, reporting of any event to HSEES is not mandatory; for this reason, participating state health departments might not be informed about every event. Second, these data were reported events from 17 participating states and do not reflect data from non-HSEES states. Finally, the HSEES system does not have a category specific to HCB events; for this reason, some events might have been omitted inadvertently from the analysis.
HSEES data illustrate the potential dangers associated with HCBs. Public health strategies to prevent injuries resulting from bottle bombs include making communities aware of bottle bombs and educating juveniles about the dangers and legal ramifications of manufacturing and detonating these devices. Parents should be particularly vigilant about monitoring the activities of their children during nonschool hours.
Persons who observe suspicious activity or an unusual item, such as a bottle filled with a white or gray liquid with a possible cloudy appearance, should notify school officials or law enforcement officers. If a suspected or actual bottle bomb is discovered, the surrounding area should be evacuated immediately (to a minimum of 200 feet from the device), and local law enforcement should be notified (5) . Only trained bomb squad personnel should approach, handle, or attempt to neutralize these devices.
Persons who come into contact with the contents of a detonated bomb should remove contaminated clothing immediately. If dermal contact with the contents occurs, the affected area should be rinsed with large amounts of water (5) . If severe adverse health effects (e.g., trauma, chemical burns, or respiratory irritation) occur, medical attention should be sought immediately.
Update: Severe Acute Respiratory Syndrome -Worldwide and United States, 2003
This report updates reported cases of severe acute respiratory syndrome (SARS) worldwide and in the United States, describes a change in the recommended timing of collection of a convalescent-phase serum specimen to test for antibody to SARS-associated coronavirus (SARS-CoV), and introduces a new case exclusion criterion based on negative SARS-CoV serology (1). In addition, this report also summarizes changes in travel alerts for Beijing and mainland China, Hong Kong, Toronto, and Taiwan.
During November 1, 2002-July 11, 2003, a total of 8,427 probable SARS cases were reported to the World Health Organization (WHO) from 29 countries; 813 deaths (case fatality rate: 9.6%) have been reported, with no SARSrelated deaths in the United States (2). On July 5, WHO announced that all known person-to-person transmission of SARS-CoV had ceased (3) .
CDC has revised the laboratory criteria in the SARS case definition to require that convalescent serum be collected >28 days after symptom onset, instead of >21 days after symptom onset. This change reflects data that some persons with SARSCoV infection might not mount a detectable antibody response until >28 days after illness onset (4). Because most persons without immune-compromising conditions are thought to mount an immune response within 28 days, test results from (4, 5) . The U.S. case numbers in this report reflect this exclusion criterion.
As of July 15, a total of 418 SARS cases were reported in the United States, with 344 (82%) classified as suspect SARS and 74 (18%) classified as probable SARS (i.e., more severe illnesses characterized by the presence of pneumonia or acute respiratory distress syndrome). A total of 169 reported suspect cases and 38 reported probable cases were excluded because the convalescent serum specimen was negative for SARS-CoV antibodies (Table) . None of the reported suspect cases and eight reported probable SARS cases had a convalescent serum specimen that was positive for SARS-CoV antibodies; these eight laboratory-confirmed SARS cases have been reported previously (6-8). Convalescent serum specimens have not been obtained for the other 28 reported probable cases and 175 reported suspect cases; therefore, it is not known whether these persons had SARS.
Serologic testing results suggest that a small proportion of persons who had illness consistent with the clinical and epidemiologic criteria for a U.S. case of suspect or probable SARS actually had SARS. The case definition captures an array of respiratory illnesses that cannot be easily distinguished from SARS until laboratory testing results for SARS and other agents are performed. However, this sensitive case definition allowed for rapid investigation of persons who might have had SARS and for public health intervention to prevent person-toperson transmission.
CDC lifted the travel alerts for Beijing and mainland China, Hong Kong, Toronto, and Taiwan during July 1-15, 2003 (9); CDC's criteria for lifting an alert for SARS include the absence of new cases for three incubation periods (i.e., 30 days) after the date of onset of symptoms for the last reported case (http://www.cdc.gov/ncidod/sars/travel_alertadvisory.htm). For traveler's illness to meet the case definition for SARS, the travel should have occurred on or before the last date the travel alert was in place. In addition, the last date for illness onset is 10 days (i.e., one incubation period) after removal of a CDC travel alert (1) . With removal of all SARS travel alerts and completion of an incubation period, U.S. travelers with respiratory illness will no longer meet the case definition for SARS; reports of suspect or probable cases are expected to end by the end of July 2003. During the reporting week of July 10-16, four human cases of WNV infection were reported from two states (Alabama and Texas). During the same period, WNV infections were reported in 112 dead corvids (crows and related species), 18 other dead birds, 20 horses, and 130 mosquito pools.
During 2003, a total of five human cases of WNV infection have been reported from Texas (n = three), Alabama (n = one), and South Carolina (n = one) (Figure) . Among these .  30  37  ----3  3  36  43  Calif.  11  31  1  3  6  14  2  2  559  880  Alaska  -1  -----1  6  7  H a w a i i  5  2 5  -----3  2  1 5 Guam 
